The aim of study was to determine the prevalence of metabolic syndrome (MetS) in people with type 2 diabetes mellitus (T2DM). National Cholesterol Education Program (NCEP) ATPIII Criteria, International Diabetes Federation and the World Health Organization (WHO) definitions were used in quantifying the metabolic syndrome and also the concordance between these three criteria's used for identifying metabolic syndrome.
. The ATP III criteria is more practical and found to be a better predictor of coronary heart disease (CHD) risk in the US population (Alexander et al., 2002) . Unlike WHO criteria (Alberti et al., 1998) microalbuminurea is not required for ATP III criteria. Recently the ATP III definitions for MetS were renewed in which the new cut-off waist circumference for the Asia and Pacific Region and new cut-off for fasting glucose was introduced . Recently, International Diabetes Federation (IDF) in 2005 proposed a new world wide definition of the metabolic syndrome (International Diabetes Federation 2005) . The above three definitions are the most popular and commonly used for the diagnosis of Metabolic syndrome (Deepa et al., 2007; Clara Kelliny et al., 2008) . The main focus of this definition is central obesity defined by waist circumference and has specific cut-off value for different ethnic populations as a mandatory component in MetS definition. Besides, data on the agreement between the definitions of MetS (WHO, IDF and ATP III) in T2DM population is even more diverse, which make the estimation of MetS difficult to those prognosis the T2DM for risk of cardiovascular disease. Until now, there is no specific criteria for defining MetS in type 2 diabetic population specially for India region, So we have examined MetS prevalence as stated above Gwalior-Chambal' region of India using all three well known (WHO, IDF and ATP III) definitions and also its validity by concordance between the definitions.
Methodology
A total of 700 type II diabetic subjects who were willing to take part in the study and who had given informed written consent were randomly selected and recruited from those suffering with type-2 Diabetes Mellitus. Data of 504 males and 196 females, from 28 to 87 years of age, from Gwalior were selected from January 2007 to October 2009 in a cross sectional manner. The diabetic subjects were attending the week end diabetic clinic run in the school of studies in Biochemistry at Jiwaji University Gwalior. Information about subject's age, sex, monthly income, life style, family history of diabetes and other diseases/disorders were recorded. Height, weight and waist circumferences were measured with the subject barefooted and lightly dressed. The abdominal circumference (waist) was measured at the end of expiration, by wrapping the tape at the level of the umbilicus. Body mass index (BMI) was calculated as weight in kilograms divided by the square of height in meters. Blood pressure was measured with special precaution to reduce the variation of BP value with resting values; individuals were requested to take 10 min rest at sitting position before measuring the BP. Blood pressure was measured by standardized protocols, and hypertension was defined based on the criteria of the Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. According to this protocol, systolic and/or diastolic blood pressure ≥130/85 mmHg and/or the current use of antihypertensive medication in diabetes diagnosed as hypertension. We used standard electronic B.P. measuring device. Before registering for the study written consent was obtained from each participant in respect to their willingness to take part in the study. Institutional Ethics committee at Jiwaji University Gwalior Madhya Pradesh (India) approved the study protocol. The patients assent was also taken an account before initialization of the study.
Blood sample (3 ml) was collected from each subject. Plasma was separated by centrifuging blood at 8000rpm for 10 min and analyzed for fasting blood glucose. The blood glucose was determined by glucose oxidase-peroxidase method using a kit Monozyme India limited, Ahmadabad (Trinder, 1969) . Total cholesterol, Triglyceride and HDL-Cholesterol were estimated by CHOD-PAP (Stockbridge et al., 1989) , triglycerides (Fossati & Prencipe, 1982) and HDL-Cholesterol (Lopes-virella et al., 1977) was estimated by spectrophotometric assays employing commercially available kits. LDL and VLDL were calculated from Freidewald's formula.
Criteria for Metabolic Syndrome (WHO, NCEP-ATPIII and IDF Definition)
The three criteria used for defining MetS are shown henceforth. The WHO definition of 1999 (Alberti et al., 1998) includes impaired glucose tolerance or diabetes and or insulin resistance. The term impaired glucose endurance i.e. impaired fasting blood tolerance; IGT = 7.8-11.0 mmol/l) and or diabetes mellitus; FBG ≥ 6.1 mmol/l), was taken into account as well as two or more of the following components:  Elevated arterial blood pressure ≥140/90 mmHg.  Raised plasma triglyceride (≥150 mg/dl).  Low HDL-cholesterol, (<35 mg/dl for men and <39 mg/dl for women).  Central obesity (WHR: >0.90 for men and >0.85 for women) and/or BMI (>30 kg/m2).  Microalbuminurea (urinary albumin excretion rate ≥20 min or albumin: creatinine ratio ≥30 mg/g).
New IDF Criteria
According to the IDF definition in 2005 (International Diabetes Federation: The IDF consensus worldwide definition of the metabolic syndrome, 2005) for a person to be defined as having the metabolic syndrome she/he must have central obesity with ethnicity specific values for different groups. We used WC ≥90 cm in men or ≥80 cm in women which is recommended for South Asians (Chobanian et al., 2003) plus any two or more of the following four factors:  Raised TG levels ≥150 mg/dl (1.7 mmol/l), or specific treatment for this lipid abnormality;  Reduced HDL-cholesterol <40 mg/dl (1.03 mmol/l) in males and <50 mg/dl (1.29 mmol/l) in females, or specific treatment for this lipid abnormality;  Raised blood pressure: systolic BP ≥130 or diastolic BP ≥85 mmHg or treatment of previously diagnosed hypertension; and  Raised fasting blood glucose ≥100 mg/dl (≥5.6 mmol/l) or previously diagnosed diabetes.
The prevalence of MetS using the above criteria was expressed in percentages. Student t test was used for mean of the two groups viz metabolic and non metabolic syndrome group. Kappa (κ) statistics was used for finding the agreement between the three definitions. Stepwise binary logistic regression model is used to test the associations between baseline variable and the Metabolic syndrome. For computation of data, software application programs like Microsoft Excel, Sigma Stat, Sigma Direct, and also for logistic regression SPSS trail version were used. The values were tested for significance at P<0.001, P<0.05.
Results

Characteristics' of study population
A total of 700 type 2 diabetic participant were recruited, with (n=504) male and (n=196) female. Table 1 is showing the different clinical parameters among male and female group of subject. The mean age of the participant was 54 years and the mean duration of diabetes was 5.6 years with (P≤0.05) significant difference between male and female. When comparison was made between male and female, fasting blood glucose, weight, height, BMI, systolic as well as diastolic blood pressure, pulse, cholesterol were observed to be significant (P<0.001). Figure 2 . The prevalence of metabolic syndrome was found to be highest in age group of 50-59 years with 38%, 38%, 40% based on criteria ATP III, IDF and WHO. It was also observed from figure that (60-69) years and (40-49) years have almost same prevalence of metabolic syndrome. Lowest prevalence was observed in age group of (30-39) years of (5%, 4%, 4%) by employing the respective definitions. 
Agreem
The agreem were class However, have the c (k = 0.68 participant Data were expressed as mean ±standard deviation. Student t test was used for mean of the two groups. Levels of significance were represented in the form of P<0.001(**), P<0.05(*) when compared with non metabolic syndrome subjects.
Prevalence of Metabolic Syndrome for Patients with T2DM (Stepwise Binary Logistic Regression Model)
To determine the independent predictors of the prevalence of MetS a forward stepwise binary logistic regression was performed and shown in Table 6 to test 6 predictor variables: fasting blood glucose, systolic and diastolic blood pressure, waist circumference, triglyceride, HDL-cholesterol. We used NCEP-ATPIII criteria for the diagnosis of MetS. This is the only criterion definition that reflects equal importance to the every variable and showed a good agreement between the different criteria used. Our study assessed that the prevalence of MetS was highest by using IDF definition. Taking this result into account we tabulated the prevalence of individual component of MetS that could elucidate the higher influence on Indian population which may be targeted for reducing the prevalence rate. Table 7 showed the prevalence of www.ccsenet.org/gjhs Global Journal of Health Science Vol. 5, No. 6; metabolic syndrome by IDF definition (n=404) in which 266 males and 138 females. 83% of males and 94% of the females' subjects had high waist circumference. The prevalence of blood pressure in metabolic syndrome subjects is 69% in which 75.5% of males and 57% of female's subjects had high blood pressure as defined by IDF. The overall percentage of high triglyceride and low high density lipoprotein in metabolic syndrome subjects was 44% and 59% respectively. In male it was 44% and 56% but in female it was 45% and 66% respectively. 
Discussion
In this study we assessed the prevalence of MetS in an urban central Indian diabetic population using the World Health Organization (WHO), National Cholesterol Education Program-Adult Treatment Panel-III (NCEP-ATPIII) and International Diabetes Federation (IDF) criteria simultaneously and in order to assess the true defining MetS criteria by using the Agreement analysis in central Indian type 2 diabetic populations. The study also confers the ability to identify cardiovascular risk factors in terms of Metabolic and non metabolic syndrome group of subject in males and females. These three definitions consist of essential components like glucose intolerance, Hypertension, obesity, and dyslipidemia however they are having different cut-off for each parameter and also exhibited different combinations in variable to diagnosing MetS. The International Diabetes Federation has recently provided a definition more applicable in view of different ethnic populations by providing a range for increased waist circumference, which was lower for certain racial groups which is the most important one for Indian populations because we have different ethnic population from other Asian country (WHO Western Pacific Regional Office, 2000).
MetS appears to be quite common in urban Indian T2DM with an estimated prevalence of 57.7%, 45.9%, 28% by IDF, NCEP-ATP III and WHO criteria (Figure 1 ). Since the higher and lower prevalence may be due to different cutoffs of markers of abdominal obesity and also some other variables. Kengne et al., in 2012 reported similar observation of prevalence study on MetS. This study showed higher prevalence of MetS by using IDF criteria in comparision with NCEP-ATP III criteria among type 2 diabetic sub-Saharan Africans. More than 10% of differences have been seen in this study.
We also find the high degree of concordance between NCEP-ATPIII & IDF criteria which could be explained by the fact that the two definitions use the same five diagnostic components and apart from WC (essential component in IDF), the remaining criteria are nearly identically defined. The prevalence of metabolic syndrome was found to be highest in age group of 50-59 years with 38%, 38%, 40% based on criteria of ATP III, IDF and WHO as shown in Figure 2 . We observed a good agreement of Kappa value between ATP III and IDF criteria (k = 0.680). Ahmed at al. (2012) reported a similar trend of agreement as observed in our study. The study concluded highest Kappa value agreement between the IDF & NCEP-ATPIII definition (k=0.728)
Least agreement was seen while comparing between IDF and WHO definitions (k = 0.34). Table 3 , 4 & 5 symbolized the comparison of clinical data among two groups (Metabolic and Non Metabolic) of type 2 diabetic subjects according to different criteria used for the study.. It was quite interesting to see the significances between the two groups respective of different variable. The metabolic syndrome with type 2 diabetic subjects diagnosed by the three definitions showed a well significance except for age and glucose level in females when compared with the non metabolic ones.
The affect of independent predictors' of the prevalence of MetS a forward stepwise binary logistic regression was performed shown in the Table 6 . Accurate information regarding the prevalence of MetS and associated risk factors in people with diabetes is important for the prevention or delaying of complications including macro and microvascular disease. This study elucidates clustering of cardiovascular risk factors, and their interaction between the variables in metabolic syndrome of type-2 diabetic patients in Gwalior Chambal region of Madhya Pradesh (India). In a developing country like India, increasing urbanization and lifestyle changes have led to an increased incidence of diabetes (Ramachandran et al., 2008) . Though Limited information is available about the prevalence of the metabolic syndrome in type 2 diabetic patients in developing nations including India. Knowledge of the variables influencing the development of the syndrome may be utilized in interventions that could favorably alter its prevalence.
Consistent with prior studies in diabetic and non-diabetic populations (Ford et al., 2002; Azizi et al., 2003; Ford & Giles, 2003 ) the present study found similarly increasing prevalence of MetS with increasing age in a diabetic population (Data unpublished). There are several studies reporting prevalence of the MetS in this T2DM population more than double the prevalence in the general populations (Ford, 2002; Azizi et al., 2003; Bonora et al., 1998; Rantala et al., 1999; Lee et al., 2004; Jaber et al., 2004; Meigs et al., 1997; Park et al., 2003; Florez et al., 2005) . It is estimated that a large majority of patients with type 2 DM or impaired glucose tolerance have the metabolic syndrome (Isezuo et al., 2005) .
In a study of heart disease among the NHANES III participants (Alexander et al., 2003 ) the excess prevalence of coronary heart disease attributable to MetS and/or diabetes was found to be 37.4% in the group with metabolic syndrome without diabetes and 50.3% in the group with both metabolic syndrome and diabetes. In this regard it is of particular concern that two-thirds of patients with T2DM actually met the criteria of the MetS despite being treated for diabetes, hypertension and dyslipidaemia, with most subjects satisfying the waist circumference, blood pressure and glycemic criteria. Hence it implies the importance of prevalence study in type 2 diabetic subjects.
The present study corroborates with the observations of other studies (Ashraf et al., 2006; AlSaraj et al., 2009; Titty et al., 2008; Isezuo et al., 2005) . Our study based figure is lower than the values reported by the Brazilian, Chinese, Italian, British and Scandinavian studies (Bonora et al., 1998; Costa et al., 2004; Lee & Tsai, 2002; Ilanne-Parikka et al., 2004) . Surana et al., in 2008 observed the Prevalence in type 2 diabetes in Mumbai as 77.2%. When compared with other studies our study showed less prevalence may be due to the unequal distribution of selected subjects and also we recruited those subjects who were in service among males and most of the females were house wives. We reported that 64.0% of the study patients had dyslipidemia by NCEP criteria (data not shown). Obesity, hypertension, and dyslipidemia were all significantly more common among women in our study (Table 7) . Prevalence rates in various studies from around the world show considerable variation. The differences in diagnostic criteria for this syndrome are partially responsible for variations in the reported prevalence among different studies (Bonora et al., 1998; Rantala et al., 1999) .
Our study also provides the first estimates of the prevalence of metabolic syndrome in an urban central Indian diabetic population. Our study demonstrated prevalence of metabolic syndrome was higher among women as compared to men. Osuji et al. (2012) in his study reported prevalence of MetS dominanted in female subjects as compared to male among type 2 diabetic Nigerian. Women had a higher prevalence of low HDL and central obesity. This could partially be attributed to the lower cut-off for waist circumference and higher cut-off for HDL in women as compared to men. Therefore, probably more women were classified as having central obesity or low HDL. Men were more likely to have hypertension and hypertriglyceridemia. The prevalence of waist circumference, blood pressure and low HDL-C accordingly to IDF definition for metabolic syndrome group with diabetic subjects was 87%, 69% and 59%, (Table 7) . Adults who have type 2 diabetes, the presence of metabolic syndrome is associated with a fivefold increase in CV risk independent of age, sex, smoking status, and glycated hemoglobin (HbA1c) (Bonora et al., 2004) . Therefore, it is imperative that aggressive therapy be aimed at controlling hyperglycemia, dyslipidemia and hypertension. According to IDF definition hypertension was quietly higher in males as compared with female while the waist circumferences were dominated in female group. The features of MetS continue to be present in many subjects with diabetes despite treatment for elevated glucose levels and other cardiovascular risk factors. This emphasizes the need for an aggressive multifactorial intervention in the management of cardiovascular risk in subjects with T2DM (Gaede et al., 2003) .
Several limitations of our study should be recognized. First, our experimental design was cross-sectional; and hence we could not predict the complications but only suggest that the best criteria suitable for the diagnosis of MetS and could be an indicator of cardiovascular risk. We have not included complete history of medicines and lifestyle in this study that could be one of the limitations in evaluating our result and its prevalence. Our study excluded serum insulin resistance and urinary albumin excretion in the respective definitions. The present analysis is limited in its ability to elucidate causal relationships between risk factors and MetS. But the newness in our study to define the MetS criteria for the type 2 diabetic belonging to the central region of India. The study clearly shows NCEP-ATPIII and IDF definition may be suitable for identifying the high risk population in diabetic subjects. This is the first study showing interaction between these definitions among type 2 diabetic subjects. We also recognize the WHO definition as lower and may be could not reach the appropriate level of identification. Therefore, the study recommend the IDF and NCEP-ATPIII as a best choice and also supported by previous studies. These subjects should be paid attention in term of hypertension, obesity and dyslipidemia for the risk factor for the development of CVD The annual assessment of patients with diabetes with an appropriate definition should be included in calculation of MetS score so that those who have particularly high cardiovascular risk can be targeted for especially aggressive risk factor management.
Conclusion
In conclusion, our study demonstrates that metabolic syndrome is extremely common among diabetic patients, especially by IDF criteria and the individual factors which may responsible for the development of cardiovascular complications. Therefore it is important for those caring for people with diabetes to be aware of whether their patients also meet the criteria for MetS. Overall, metabolic syndrome can serve as a simple clinical approach to identify persons for intervention to reduce both CVD and type 2 DM.
